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INTAKEPACKET 2-RESIDENTIALADMISSION FORM SECTION I

ClientInformation

Name: IDate:
City,State&

Address: ZipCode:
Dateof

IAge:
Male

ISocialBirth: Sex: Female Security#:

HomePhone: Religion:

TribalAffiliation:
EmergencyContact

Relationshipto
Name: Client:

City,State&
Address: ZipCode:

HomePhone#: WorkPhone#:
ReferralSource:

Name: ProgramName:
City,State&

Address: ZipCode:

Phone#: Fax#:
Parent/GuardianInformation

Mother'sName:
City,State&

Address: ZipCode:

HomePhone#: WorkPhone#:
Dateof Tribal
Birth: Affiliation:

Father'sName:
City,State&

Address: ZipCode:

HomePhone#: WorkPhone#:
Dateof Tribal
Birth: Affiliation:
HealthCareCoverage

IHSServiceUnit: IPhone#:
EligibleforContract YES

Iame & Phone# of IHSIHealthServices? NO CHSAuthorizingOfficial:
Medicaid YES

IMedicaid#:
StateMedicaid

I 1i9ibility(welfare)? NO filedin: Date:
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INTAKE PACKET 2-RESIDENTIAL ADMISSION FORM SECTION I

Private YES
IInsurance#:Insurance? NO Nameof Insured:

Relationship
I,Nameof Insuranceto Client: Company:

City,State&
Address: ZipCode

Phone# Fax#:
Whydoestheclientneedresidentialtreatment?
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INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION 1/

Biomedical Conditions (MedicalProblems and Physical Challenges):
Alleroies: NOTE: Doctor statement required for allergies, bee stings
Medications- Foods- and reasons for medications.

InsectStings Plants Other:
Doestheclienthavea histolVof:
Asthma- Othermedicalproblems:
SeizureDisorder-
HeartProblems-
Diabetes-
Tuberculosis
Whatmedications
arecurrently
prescribedforthe
client?
Istheclientphysicallychallenged?
Doestheclientuseawheelchair, YES If "YES.,
crutches,cane?Doestheclient NO please
havevisionorhearingdifficulties? explain:
EmotionallBehavioralConditions and Complications:

IF"YES",pleaseexplain:
Hastheclientseena Therapist'sName Phone# DatesofTreatment ReasonforTherapv
psychiatrist, YES
psychologist,or NO
counselorforemotional

ormentalproblems?
Istheclient If "YES",describefrequencyand
currentlyin YES regularityofvisits:
outpatient NO
treatment?
Doestheclient If .YES.,pleasedescribethesituation(s)to includehowand
havea historyof YES withwhattheytriedtoharmthemselves:
suicidethoughtsor NO
attempts?

Date Methods NameofHospital # ofDavsinHosDital SubstanceAbuseInvolved?

YES NO

Wastheclient YES
hospitalized? NO YES NO

YES NO

Doesthepotential If"YES.,please
residentcurrentlvhave YES describe:
anysuicidalthoughts? NO

If"YES",please
Doesthepotential YES describe:
residentcurrentlvhave NO
anyhomicidalthoughts?
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INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION II

If "YES",please
YES describe:

Doesthe client NO
havepastor

currentlegal
problems?

If "YES.,please
Doesthe client have a YES describe:

historyof violent or NO
assaultivebehavior?

If .YES., Describethe client'sinvolvement
Hasthe client YESwhich gang? with the gang:
been involvedwith NO Gang
a gang? colors:
Is the clientcourt- YES
orderedto treatment? NO If "YES.,pleaseenclosea copyof the courtorder.

Doesthe client haveany symptoms If .YES., pleasedescribe:
of an eatingdisorder? Thesemay YES
be restrictedfood intake,excessive NO

exercise,use of laxatives,binge
eating,or vomiting.
Client'sheight Client'sweight
(without shoes): (without shoes):

If "YES.,please
Doesthe client havea YES describe:

historyof firesetting? NO

Doesthe client If "YES', please
havea historyof YES describe:
problematic sexual NO
behavior?
uoes me client havea historyat If .YES.,
learning problems (learning please

disability, special education, YES describe:

resource rooms, mental NO

retardation)?

If "YES", how many Who is providing prenatal care for
Is the client YES weeks pregnant? the client?

pregnant? NO Location and

Phone #: When was the last prenatal appointment?

Treatment Acceptance/Resistance
Does the adolescent Please

recognize their use of YES describe:

drugs or alcohol is a NO

problem?

How do they
describe their use

of drugs and/or
alcohol?
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INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION II

Relapse/Continued Use Potential:
Is the client Hastheir Please

showing craving YES use YES describe:

anydrug-seeking NO increased NO
behavior? recently?
Hasthe client made Please

attemptsto controlor YES describe:
cut downon their NO
substanceuse?
If theclientis abstinent, Please

are they in a personal YES describe:

crisis and at risk of NO

relapse?
Recovery Environment

The following questions deal with whether the client's current environment is not supportive of recovery, is hazardous, or there are difficulties in

the homethat makeit difficultto participatein treatmenton an outpatientlevel.

Family Member's Name Age Relationship

Please list the

members of the

client's family.

Name Age Relationship

Who currently lives in
the home with the

client, other than family
members? Please list

their names, ages, and

relationship to client

If .YES., please
Is there any history of YES describe:
violence or domestic NO
abusein the home?

If "YES", please
Is there anyone describe:

currently living in YES
the client's home NO
that is an active

substance abuser?
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INTAKE PACKET 3-RESIDENTIAL ADMISSION FORM SECTION II

s mereanyone If "YES",please
currentlylivingin describe:
theclient'shome YES
thatisactiveina NO
programof
recovery?

Doestheclient If "YES",please
haveanyfriends describe:
whoarenon-users YES
ofactiveina NO
programof
recovery?

Aftercare AAINA AI-Anon

Alateen Other

Whattypeof Aftercare AA NA
supportgroupsare HealingThroughFeeling
availableto the AI-Anon Alateen
family?

Other

LivingSituation:
Whatarethe

currentdischarge SchoollWork:
plansfortheclient
aftertreatment? AftercareProgram:

Frequencyofaftercarevisits:
Additional Information

Isclient'ssubstanceuseat leastofmoderateseverity? YES NO

Doesclientneedanintensiveprogramwitha 24-hourstructure? YES NO

Isclientunabletocontrolusedespiteactiveparticipationinlessintensivecare? YES NO

Istherea dangerofphysical,sexual,andforsevereemotionalattachedin
thepatient'scurrentenvironmenwhichwillmakerecoveryunlikelywithout
removingtheindividualfromthisenvironment? YES NO

Ooestheclientexperiencedifficultiesingettingtooutpatienttreatment? YES NO

Hasclient'suseincreasedin thelast6 months? YES NO

ReferringCounselor'sSignature: Date:
.'.
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INTAKE PACKET 3-RESIDENTIALADMISSIONFORM SECTION II

Monthsl How
Usual Yearsof Taken

Substance (check Ageof Date of Last Amount Frequency Regular (see Tolerance(YesWithdrawal

all thatapply) FirstUse Use Used of Use Use below) or No) (Yes or No)
Alcohol:
Beer/Coolers
Wine
HardLiquor
Cannabis:
Marijuana
Hashish
HashOil
Hallucinoaens:
LSDor .Acid"
Peyote/Mescaline
Psilocybin
PCP
Mushrooms
Datura
Other:
Cocaine:
Powder
CracklFreebase
Opiates:
Heroin
Codeine
Opium
Synthetics
Stimulants:
Speed
Crank/Crystal
Ice
STP,MDA,etc.
Sedatives:
Valium
Librium
Xanax
Nicotine:
Cigarettes
Cigars
Pipes
ChewSnuff
SnortSnuff
Inhalants:
Solvents
White-Out
SprayCans
Anesthetics

Frequency of Use: 1 = No use in the past month 4 = 2-3 times per week 7 = Continuoususe
2=Oncea month 5 = Once a day
3 = Once a week 6 = 2-3 times a day

HowTaken: 0 = Oral I = Injection X=Other
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INTAKE PACKET 4-RESIDENTIALADMISSION FORM SECTION III

Medical

Name of Physician:

Address:

Phone #:

Date of last Physical Exam:

Vision

Name of Optometrist:

Address:

Phone #:

Iears Iwears or needsDate of last Eye Exam: Contacts glasses

Dental

Name of Dentist:

Name of Clinic:

Address:

Phone #: ,

Date of last Dental Exam:

Client's Signature Date

Signature of Client's Interviewer Date

Printed Name of Client's InterviewerlTitle Date




















